differential diagnosis; IlI-patients with a history of neurological disorder in whom a diagnosis of multiple sclerosis was rejected or considered unlikely. Group 1 Cases with no known previous history of neurological illness For each case in this group, confirmation of the absence of a history of neurological disorder was obtained from the case notes and the general practitioner.
Case 1 A man aged 72 years was admitted as an emergency in acute respiratory failure superimposed on chronic bronchitis. He had no neurological symptoms apart from difficulty in using has left arm due to "frozen shoulder" developed after an injury. He was dyspnoeic and had she became progressively less responsive and died on the fifth day of hospitalisation. At necropsy, apart from bronchopneumonia and minimal coronary atheroma, abnormalities were confined to the brain. There was a large haematoma in the right occipital region and this was evidently the cause of death. In addition, however, numerous well-demarcated plaques characteristic of multiple sclerosis were found in the white matter around the ventricles, peripherally in the cerebral hemispheres and in the cerebellum and brainstem. The Georgi's5 report, however, is difficult owing to paucity of clinical information. An accepted important drawback for all studies of this type is that they are retrospective, relying substantially on clinical records. Minor or transient symptoms may be forgotten by the patient or neglected by the clinician. Ghatak and Hirano," for example, reported a 66-year-old man who had died of bronchial carcinoma and had a demyelinated plaque in the cervical cord: scrutiny of the medical records failed to reveal any note of previous neurological illness, but his wife later recalled that he had had an episode of leg weakness 30 years before he died.
In our first group of patients (Cases 1-4) there was no known previous history of neurological illness. Case 2, however, was an alcoholic living alone who had neglected himself, so that his account of previous ailments was not entirely reliable. Considered in retrospect, the initial paraesthesiae in the left leg in Case 4 could possibly be attributed to multiple sclerosis, but there were no abnormal physical signs.
The patients in our second group (Cases 5-8) did have a previous history of neurological or psychiatric disturbance, but multiple sclerosis was never considered in the differential diagnosis. Case 5 was severely mentally retarded following surgery for an intracranial tumour and, although her ability to give a history was limited, no change had been noted in her condition over the years. Cases 6, 7 and 8 had signs and symptoms of multiple lesions in the CNS but an acute onset over the age of 50 and early intellectual deterioration led to a diagnosis of cerebrovascular disease. Case 8 presented with paroxysmal vertigo and it is debatable whether this was in fact attributable to his multiple sclerosis. Twomey and Espir'5 in their review of the literature did not find paroxysmal vertigo alone reported as a presenting feature of the disease, although they point out, that, "vertigo does occur in association with brainstem disturbances in multiple sclerosis".
Intellectual deterioration, which occurred in three of the patients in Group 2 and Case 11 from Group 3, tends to be a misleading clinical feature in multiple sclerosis, especially in the elderly. Brain '6 pointed out that mental symptomatology in multiple sclerosis had received little attention. Surridge '' noted Multiple sclerosis with cervical cord involvement can be difficult to distinguish from cervical spondylotic myelopathy. The two conditions may even coexist and give rise to combined neurological disorder (Brain and Wilkinson14). Features favouring a diagnosis of cervical spondylosis in our Case 12 were pain down both arms, absence of abnormal neurological signs above the neck and complete obstruction to the flow of myodil in the cervical region. Wasting of the small muscles of the hands and inversion or diminution of reflexes in the arms,'4 however, were absent. The patient's rapid improvement following laminectomy supported this assessment and indeed there was evidence of cervical spondylosis at necropsy. To what extent the early symptoms and signs could be attributed to either or both of the disorders is debatable.
Epileptiform attacks, which are uncommon in multiple sclerosis and may, therefore, be misleading in diagnosis, occurred in our Cases 7 and 11. In the 1970 prevalence study in Aberdeen24 1.8% of multiple sclerosis patients were found to have had an epileptic attack at some time in the course of the disease. An We are grateful to Dr AW Downie for helpful advice.
